have been studied in this 2- Observer P set up samples 1-50, which were read independently by himself and by observer S, and this exercise was repeated a week later on the same samples.
Observer S set up samples 51-100, which were read independently by himself and observer P, and this exercise was repeated in an identical manner the following week.
Each sample was thus read independently on 8 occasions and every combination of inter-and intraobserver error could be calculated both from reading the same experiment in duplicate (reading error) and for comparing readings on the same samples set up in an identical manner but a week apart (setting error). The method used to measure the DAT was the standard laboratory procedure in this hospital; the modification described by Cathcart and O'Sullivan7 of the original method described by Rose et al.8 The differences between readings obtained under different circumstances were tabulated and a coefficient of variance calculated together with the standard deviation. The percentage of results differing by 3 tube dilutions or more was also recorded, as it was considered that this degree of error would be unacceptable in clinical practice.
Percentage of false positive IgM RF in the nonrheumatoid elderly population Serum was collected as in the previous survey from The results of this study are tabulated in Fig. 1 . Of the 100 patients tested 10 gave positive results on the conventional latex slide test (Hyland). Eight of these 10 patients had low nephelometry scores and had no evidence on clinical or radiological grounds to suggest that they had rheumatoid arthritis. The other 2 latex-positive patients had high nephelometry scores. One of these had classical rheumatoid arthritis of many years' standing and current clinical activity; the other had complained of musculoskeletal symptoms for many years, but this had been investigated in another hospital and the clinical details were not available. In the latex-negative group one patient had a high nephelometry score. He was found on investigation to be suffering from a toxic multinodular goitre with no evidence of rheumatoid arthritis on clinical grounds.
Of the 89 latex-negative patients with low nephelometry scores, 2 were found to have an erosive arthropathy. One of these patients had been treated for seropositive rheumatoid disease but after treatment with gold, cyclophosphamide, and azathioprine she had become seronegative, and clinically the arthritis was in full remission. The other patient, although radiologically erosive, had been persistently seronegative and was symptom-free. She had been admitted for investigation of ulcerative colitis.
There was therefore a 9 % incidence of false Positive results with a latex test and 2 % with the laser nephelometer. One of these 2 was also latex-positive; both methods failed to detect 2 patients with erosive arthritis, one of whom was known to be rheumatoid. It is apparent from the previous study3 that I nephelometry did not give positive results on patients clinically and biochemically in remission, and these 2 patients fitted this description.
Discussion
It is disappointing that after more than 30 years of routine use in clinical practice IgM RF tests (DAT/SCAT/RA latex/FII) have still to prove that they are of much more value than screening tests for rheumatoid disease. Numerous restrospective studies reported over the last 20 years have shown that the presence of IgM RF in rheumatoid disease is a poor prognostic indicator and that conversely a persistently seronegative patient is likely to do better.'2-'6 The differences, however, especially in the early studies, are likely to be unrealistically great, as it is probable that many of the patients in the seronegative control group did not have rheumatoid disease anyway. All the papers quoted are retrospective, and their results, being statistical analyses of groups, have no predictive value in individual cases. Only one paper"6 attempted to correlate the rheumatoid factor titre with clinical features of rheumatoid disease. They found that statistically significant correlations could be made in retrospect between the maximum rheumatoid factor titres found in the first year after diagnosis and certain clinical parameters observed at follow-up between 8 and 14 years later. However, Lloyd et al. 7 failed to show any correlation between IgM RF titre and 10 other clinical and biochemical parameters in a comprehensive survey of 100 patients.
DATs as currently measured are too elaborate to be a convenient screening test, yet the degree of elaboration is both inaccurate and of doubtful clinical significance. Apart from the technical inaccuracies a further problem exists in the interpretation of lowtitre results, and that is the belief that rheumatoid factor titres exist in the normal population as a conitinuum without a clear cut-off point between the normal and rheumatoid groups.10 Ball"8 proposed that the titres of 1/32 satisfactorily divided pathologically high titres found in rheumatoid disease and the low titres frequently found in the normal population. This was confirmed by Ball 
